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Summary of Benefits st+)

Dental Option: 1
Effective Date: 8/1/2017

Deductible Calendar Year Individual Family,

Applics to Coverage B and C enly $250 s$750

Bencefit Maximums
Applics to Coverage B and C (per Calendar Year) §2,500
Coverage D (per Lifetime)

Beneflt I’emnnE apply to Network Providers

Covered Services Benelit Percentages

Coverage A
Exams, X-rays R . .
Cleanings, Fluoride 100% e 100
Seatants, Space Maintainers ’ :

Benefit Pereeng

Coverage B
Basic Reglontive Services
Basic and Major Endodontics 70%
Basic and Major Periodontics
Basic and Major Oral Surgery

Coverage C T
Major Restorative and Prosthodentics 70% A Bl
Imphnts RN .

Coverage D
Orthodontics-Child to age 18 50%

Choice Option Network Dentists paid at PPO fee schedule; non-netwerk dentists paid at 70th percentile

of UCR
National Network Inctuded
BlucPerks Discounts on routine vision care, Lasik surgery, weight loss and litness centers,

complementary/altemative medicine and mose

‘lhudncumzmmumnumnryohh:bm:ﬁudmmd:l.nla!md:eEndcweatCmaxe. These benefits are subject to the Coverad Scrvices azd Limitations oz Covered Scrvices,

From Coverage, and Schedule of Benefi icos of the Evidence of Covarage
When ipplicable, benefits will be paid based on the Benchit Percentages lisicd above, Members will be respoanible for co-i (when benefit percentages are less than 100%),
deductible(s), sad all other charges whea benefit maximuns have beea met.
*Members may sce any deatist. We bave J eatists in our k that have agreed to limit ticir chasyes 10 ous fee schedule By we have no with k dentisis,

menbers may be respoasible for any billed charges thag exceed oar Maximum Mlowable Charge.
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